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COMMUNITY PARTICIPATION IN PRIMARY HEALTH CARE 


Somnath Roy* and B.B.L. Sharma** 


ABSTRACT 


Active community participation is one of the most important 
supportive activities for successful implementation of primary 
health care for achieving the goals of Health for All by the Year 2000 
AD. In this paper, the nature, the various aspects and dimensions of 
community participation, and its role and scope in successful 
implementation of different components of primary health care 
have been described. The concepts and general principles as 
evolved from a wide range of experiences available from within and 
outside the country have been systematically analysed and 
organised. The steps needed for operationalising community 
participatory processes have been indicated. Some of the 
successful experiences in involving the community participation in 
the country have also been briefly presented to bring out the 
lessons learnt from them. It is sincerely hoped that this document 
will be useful to the health personne! at different levels and others 
concerned in this field for proper understanding and practical 
application of dynamic community participatory processes for 
successful implementation of primary health care. 


INTRODUCTION 


According to the national goal, a minimum level of health that would permit 
every citizen to lead an economically productive and socially useful life is to be 
achieved by 2000 AD through primary health care approach. For this purpose at 
least eight essential components of primary health care are to be implemented. 
These are: (1) Education of the people about prevailing health problems and the 
methods of preventing and controlling them; (2) Promotion of food supply and proper 
nutrition; (3) Adequate supply of safe water and basic sanitation; (4) Maternal and 
child health care and family planning; (5) Immunization against major infectious 
diseases; (6) Prevention and control of locally endemic diseases; (7) Appropriate 
treatment of common diseases and injuries; and (8) Provision of essential drugs. For 
successful implementation of these components, organization of the following eight 
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types of supportive activities will be very important: 

a. Community involvement and participation 

b. Intra- and inter-sectoral coordination 

c. Development of effective referral support 

d. Development and mobilization of resources 

e. Involvement of managerial processes 

f. Health manpower development } ar | | 

g. Medical and Health Services Research including innovative approaches 
h. Development and application of appropriate technology. 


it may be noted that among the supportive activities, community participation is 
at the head of the list, and for the success in implementation of primary health care 
active involvement and participation of the people or the community would be 


cruCial. 


In view of the above, all persons concerned and/or involved in the delivery of 
health services through primary health care approach should have clear 
understanding of the nature, various aspects and dimensions of Community 
participation and the role and scope of community participation in primary health 
care. This document has been prepared to help all concerned in proper 
comprehension of the overall concept and the underlying principles, and in 
constantly applying these in their day-to-day activities in this field. 


COMMUNITY PARTICIPATION 
Definition of Community Participation 


A community may vary from a small cluster of families with common needs and 
interests to larger groups joined together by occupation, class, caste and religion in 
a geographic unit as in a village or urban neighbourhood. The community structure 
can both be formal and non-formal. In the non-formal groups rigid structuring is not 
found. 


There are various views about the definition of community participation and it 
may be difficult to find any agreement among these. Nevertheless, one 
comprehensive and widely acceptable definition may be as follows: 


“Community participation is an educational and empowering process in 
which the people, in partnership with those who are able to assist them, 
identify the problems and the needs and increasingly assume 
responsibilities themselves to plan, manage, control and assess the 
collective actions that are proved necessary.” 


Ideally, true or active participation means that the people should be 


knowledgeable about their own health problems and they should identify the needs 
for the solution or reduction, draw out plans of actions according to the priority and 
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the resources available; organise and implement the programmes, and monitor and 
control their progress; periodically evaluate for getting the feedback, and do the 
reprogramming. However, under poor social and economic conditions, it may be 
hard to expect spontaneous participation from the people. People have to be 
mobilised and encouraged to take greater interest and responsibilities for the 
maintenance of their own health. Initially, the involvement may be passive, and this 
has to be gradually and progressively made more active participation. 


Dimensions of Community Participation 


From the available experiences it is observed that the community may be 
involved in a variety of ways as noted below: 


a. The services may be organised on a community basis with wide and easy 
access of the people to the services provided. 

b. The community may contribute to the operation and maintenance of 
services. 

c. The community may participate in planning and managing the services. 

d. The community may make inputs into overall policies, strategies, and work 
plan of the programme. 

e. The community may help in overcoming factionalism and interest conflicts 
in the community and promote emergence of a cohesive group capable of 
engaging in cooperative efforts for the benefit of all. 


Observed Patterns of Effective Community Participation 


1. Strong national commitment with high degree of decentralisation: The 
presence of a strong national commitment to meeting the people's needs, with high 
degree of decentralization of the planning, management and operational decisions 
to regional and community levels, ensures strong community involvement, as is 
observed in many socialist countries. In the absence of such an over-riding national 
commitment, genuine community involvement can be generally found only in small 
scale programmes, in specific locations, guided by highly dedicated individuals with 
charismatic leadership quality. 


2. Mobilisation of community resources: Substantial financial and human 
resources can be mobilised from the community; some of these, such as the 
enthusiasm and the energy of the youth and women for community action, otherwise 
may be found unused. 


The community may contribute in the form of providing accommodation, 
building and lands for functioning of health centres; or it may provide voluntary 
labour. 


Communities with institutional structures such as a local body or council, a 


cooperative etc., can mobilise resources for the community purpose more easily 
than those relying on individual and voluntary contributions. 
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iputi ilies have 
lar contributions by rural families 
ome voluntary projects small regu 
hy a a kind of Group Insurance Schemes and have covered upto = 
the total cost of primary health care In the community. Such an appa ‘e a ee 
out a radical improvement in the quality and coverage of health care of rural peopie. 


3. Strong local participatory institutions and inher 2 
Community participation may be seen in various dimensions in — where 
local organizations have wider developmental responsibilities, rather than one or 
more aspects of health care alone - though special local communities or groups 
may be formed for health related activities under the aegies of the parent 


organisation. 


Many small scale non-governmental! programmes might have started with 
health focus, but soon expanded the scope of activities into agricultural production, 
basic education, basic minimum needs, womens programme etc. This not only 
brings to focus the inter-relationship between health and other basic needs but also 
underlines the importance of undertaking integrated development programmes for 
generating and sustaining interests for community participation and action. 


4. Problems of multiplying impacts of small scale projects: In many 
developing countries the non-governmental organizations (NGOs) have played an 
important role in initiating or introducing participatory processes and in establishing 
institutions in the context of their own health care and rural development 
programme. However, their impacts are usually limited because of the absence of 
favourable political and economic structures that would support vigorous national 
efforts to persue the primary health care strategy in Conjunction with the basic- 
needs-oriented national developmental policy. 


For such successful developments, the role of dedicated and able leadership 
become invariably crucial. But they also experience the problems of how to transfer 
the lessons of their successful experience to the large scale public programmes and 
how to multiply the impact. 


Nevertheless, these small scale programmes have succeeded in making 
national and international impact by bringing an increasing awareness and by 
demonstrating the potentialities of the community-based primary health care 
approach. 


Obstacles to Community Participation 


_In the initiation and organisation of community participation and in the 
maintenance of sustained interest, a variety of obstacles may be encountered as 
enumerated below: 


1. Diverse interests and priorities due to social Stratification: There is often 


lack of group cohesion and similarity of interests and perceptions to behave as a 
homogenous group or community. There is highly uneven access of the people to 
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productive resources in the community such as land, water, capital etc. 
Furthermore, the traditional social stratification and separation based on caste, 
ethnic origin, religion, sex, etc. often act as barriers. 


The political and economic institutions and practices reinforce the existing 
privilege groups or Create new privilege groups. Even the selection of health workers 


from the community may pose a serious problem, if the innovation calls for 
democratic participation by all people. 


The interests, priorities and perceptions of the problems of different interest 
groups in a village may not be similar and may cause serious conflicts. Because of 
highly unequal social and economic relationships among the people, creation of 
community spirit, articulation of community aspirations and people's participation in 
planning and management of community programmes can progress faulteringly 
and in limited ways. 


Even in the cases of available successful examples of community participation 
where barriers have not been removed by broad national policy framing, the 
community participation may merely mean giving vocal support to the local 
influentials and getting a small share of the services and benefits by the weakest and 
neediest. 


2. Resistance to decentralization and distriution of benefits: \nspite of the 
accepted general principles of primary health care and community participation, the 
traditional bureaucratic machinery often stand in the way of their translation into 
concrete actions. There is unwillingness to decentralise the administrative structure 
and to make the government programme and personnel accountable to the people. 
As a result, real community participation does not taken any root, and the benefits of 
the health care programmes are not properly distributed and remain accessible only 
to the privileged few. 


3. Failure to reorient entire health services to primary health care 
approach: The desired reorientation and ‘organisation of health care delivery 
system have not yet occurred and all facilities are concentrated in urban areas. This 
dichotomy in health services structure might suggest, however wrongly, that the 
‘parefoot doctors’ and self-help are for the villagers, while the hospitals and medical 
specialists are for the town-dwellers. Obviously, in such an approach there is a 
reluctance for establishing equity, which is one of the basic principles for achieving 
health for all through primary health care approach. 


Under such circumstances, the community level activities may not be provided 
with adequate support in the form of supervision, training, essential supplies and 
effective referral arrangements. This would naturally dampen community 
enthusiasm and discredit the primary health care approach. 


4. Difficulty in mobilising uninvolved populations: |n the absence of any 
local participatory institutions within the existing political and economic systems, 
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ffort with all its inherent constraints, it would be a 
momentum and motivation, the organisers 
participation beyond health care to other 
at would satisfy the basic needs of the 


there is no proper scope for a 
programme. Since In such a situ 
health care will be a pioneering e 3 
slow and difficult process. For sustaining 
must make efforts to extend community 
spheres of development, particularly th 
people. 


5 Problems of maintaining sustained efforts: The problems of maintaining 
active community involvement beyond the first stage of curiosity and enthusiasm 
are also widely recognised. If the health system takes adequate steps for 
decentralisation of the authority and relies on decision-making and control by the 
community, this will not be a problem, since exercise of real power will encourage 
responsibility. On the other hand, if the participation Is not accompanied by true 
responsibility and authority, the community will loose interest. 


Mechanisms and Steps for Operationalising Participatory Approach 


Having become familiar with various aspects of community participation, it 
would be appropriate to know how to operationalise the participatory approacn in 
the delivery of primary health care. It will be difficult to dea! with it here thread-bare. 
However, this subject has been discussed here in terms of broad operational steps 
as Outlined below: 


— 


. Studying the structure and status of health system and the community 
setting. 

. Sensitising and reorienting health personnel and functionaries. 

. Sensitising and orienting the community. 

. Setting the goals and objectives for participatory approach. 

. Mobilisation and utilization of resources. 

. Developing a system for implementation, monitoring and evaluation. 


*. 


Don & W NP 


Studying the Structure and status of health system and the community 
setting: A situational analysis of the health status, health system infrastructure and 
the community setting would involve the following: 


a. Knowledge of health problems and natural and infrastructural constraints 


etc. related to the delivery of health care - through visits, meeting local 
people and peripheral workers. 


b. Studying the various structures and groups within the community such as 
social, cultural, political and organisational groups - through direct meetings, 
informal dialogues etc. One would find the channels of local leaders, opinion 
leaders, knowledgeable persons and village officials very useful. 


Thorough analysis of the health status, disease patterns and the health care 


needs of the community - with the help of check-lists, clinic registers, ad hoc 
=. +, ~, SUrVeys etc. | 
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d. Survey of the community resources and existing institutions and initiatives 
towards their health improvement. 


Sensitising and reorienting health personnel and functionaries: This step 
would consist of providing both simple knowledge about the philosophy and various 
dimensions of community participation, and also practical orientation by associating 
these functionaries with any on-going participatory efforts in the field. The 
operational steps would consist of: 


a. Sensitising the health functionaries about the need, rationale, scope and 
dimensions of community participation for primary health care; 


b. Guiding them on how to work with the individuals and community 
organisations, particularly with weaker sections and disadvantaged groups; 
they are to work as ‘link workers’ between the community and the authorities; 


c. Ensuring that they become aware and take note of the health care needs of 
all the groups in the community; 


d. Familiarising them with other development projects and their functionaries, 
and with the community institutions existing or to be developed and 
activised. 


e. Orienting them with the procedures of implementation and monitoring the 
commun'ty efforts contributing towards primary health care. 


Sensitising and orienting the community: The steps for sensitising the 
community for promoting primary health care would consist of: 


a. Developing a clear understanding of the philosophy and methodology of the 

’ participatory approach — narrating the success stories and the benefit of the 
community through partnership, co-working, sharing and developing self- 
reliance in primary health care. 


b. Contacting, meeting, organising, explaining, informing, discussing the health 
problems and the needs of the community and the available likely solutions 
for these problems. 


Setting the goals and objectives for participatory approach: The goals for 
participation should be clearly defined. The objectives of the joint initiatives of 
community and health functionaries for operationalising the community 
participation contributing towards primary health care would be: 


a. General as well as specific and well defined, quantifiable and precisely 
worked out; and to begin with, 


health functionaries through formal and informal meetings of village health 
committees and other community institutions. 


Mobilisation and utilisation of resources: Efforts aretobe made for dene ie 
generation from the community and its proper utilisation for the promotion o set 
health care. Community resources may be in terms of time, local techno ogy 
including skills, physical labour, Money and material which may be lying idle or 
under-utilised, because of lack of initiatives to harness these. 


Developing a System for Implementation, Monitoring and Evaluation 


Structure for participatory programme: All community participation 
programmes for the delivery of health care need a projectised structure to 
operationalise the efforts. This participatory structure invariably would be of three or 
four tires, depending upon the context of delivery of health care. These are: 


a. Acommunity level structure of the project 
b. Project organization structure 
c. PHC and District level structure 


For developing local level participatory structure there may be three 
alternatives: (a) to make use of the existing Community institutions; (b) to create new 
institutions; or (c) to have a combination of existing and newly created institutions. 
These participatory structures may be village health committees, schoo! health 
clubs, women's health groups, youth health mandals etc. 


The choice of the organisational structure for implementation of the participatory 
efforts will depend upon how the existing structure is functioning. This structure may 
have three components: (a) community level workers; (b) Supervisory and 
monitoring structure of the implementing agency; and (c) the overall guiding and 
controlling structure at the project level. : 


There may be a need of another tier at PHC and District level. There will be 
further extension of the organisation structure by creating specific project related 
committee at the PHC and the District level. This however, will depend on the overall 
administrative structure in the district. 


| Mechanism of implementation: The mechanism may differ from project to 
project making it adaptable to the local Situations, perspectives and-conditions. The 
following measures may be considered important: 


a. It should have flexibility. 


b. Implementation Of participatory efforts would have strong working linkages 
with the complimentary and Supportive services and resources in the area. 


Cc. It should have ‘inbuilt Capacity’ to respond to collective as well as individual 
needs of the members of the community. 
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d. Special safeguards may be required to be provided in the mechanism to 
respond to the weaker and deprived sections of the community. 


e. There should be good and free communication system. 


f. It should be simple enough to be understood and operative by community 
members. 


Phasing of project-based participatory efforts: The following distinct phases 
may be considered: 


a. Community awareness phase. 


b. Phase of integrating the programme efforts with the existing health system 
and also beyond the Government set-up. 


c. Integrating the community participation efforts/project with other 
development agencies including NGOs. 


d. Termination phase. 


lt is necessary to point out that these are not sequential phases in the 
participatory efforts. It can be observed that sometimes the third phase can precede 
the second phase, and the phase one and two can go simultaneously, and so on. 


The community participation efforts in health care must minimise its 
association, sooner or later, with the agency or health functionaries through which it 
has been started. From a review of the participatory projects or efforts, it is noticed 
that very rarely the projects have planned for such termination phase. The result is 
that most of the participatory projects seem to continue indefinitely, being tagged 
with a single ‘charismatic’ individual or agency, inspite of the recognition that sucha 
continuation argues against the very concept of community participation. 


Monitoring and assessment: The ways and means of continuously assessing 
or evaluating the progress of the participatory project need to be devised right from 
the beginning, although the very nature of participatory projects make 
assessment/ evaluation difficult. 


The problem of evaluation or assessment of these projects arises from the fact 
that participatory process itself is a learning process. Maximization of this 
participatory learning can be achieved only when the community itself is involved in 
monitoring and evaluating their own efforts. However, some indicators may be 
required to be developed from the beginning for meaningful follow up. 


Rationale and Advantages of Community Participation in Primary Health Care 
1. A group of people belonging to the same entity and having a common 


perception of collective needs and priorities, and the ability to assume 
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responsibilities for decisions made within the community can play an important role 


in community participation. 


2. Experience from within the country as well as from different parts of the world 
have clearly demonstrated that community participation can make significant 
contributions to bringing about general developments and to health development in 


particular. 


3 It increases understanding of the user-perspective in the management of 
health. The members of the community who are chosen by the community and are 
appropriately trained, act as frontline workers being in direct contact with the 
beneficiaries. It also renders the services more accessible and acceptable to the 


people. 


4. \|t promotes and strengthens self-reliance in matters of delivery of health 
services. The community may be able to mobilise human, financial and material 
resources to supplement the extra-community resources being provided by the 
governmenial or non-governmental agencies. This minimises the sole dependence 
of the community on professional and bureaucratic structures. Participation also 
develops a sense of responsibility for the health care programme. 


5. Since the indigenous knowledge and local resources are utilised, it can bring 
down the cost of health care. 


6. For the organisation of the preventive and promotive aspects of primary health 
care, the people in the community are the main actors. 


7. Various non-health sectors contribute significantly to health development. The 
integration and coordination of different sectoral activities necessary for making an 
adequate and sustained impact on health can be brought about only at the 
community level through community actions and organisation. Community 
participation in health serves as a catalyst for further developmental efforts. 


ROLE AND SCOPE OF COMMUNITY PARTICIPATION IN PRIMARY 
HEALTH CARE 


Educating People About Health Matters 


Appropriate educational programmes are to be organised for different groups of 
people. Health education to the community should be a prime function of the health 
workers and village level functionaries. In this endeavour, functionaries of other 
sectors such as social and women’s welfare, education, agriculture and animal 
husbandry, panchayats and voluntary agencies like 'mahila mandals’ and youth 
Clubs can contribute very significantly. Health education in schools and aduit 
education sessions should incorporate various health problems. The members of 


the community, both individually and collectively can play a very important role inthe 
promotion of these activities. 
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Promoting Food Supply and Proper Nutrition 


The poor nutritional Status of the people particularly of the pregnant and nursing 
mothers, and the infants and children can be substantially improved by organising 
and conducting nutrition education programmes in the community and in the 
schools; by encouraging people to make kitchen gardens and community gardens, 
and by educating the people on food hygiene. Steps also need to be taken to 
encourage growing locally more foods such as cereals, pulses, vegetables, fruits, 
milk, fish and poultry products through cooperative and other efforts so as to make 
these easily accessible and affordable to the people. Simultaneously, the 
purchasing Capacity of the families might be improved through a variety of income 
generating schemes. In addition, for the moderately and severely malnourished 
groups, special nutrition programmes are to be organised. 


In these endeavours, functionaries from other sectors such as agriculture, 
animal husbandry, irrigation, banks and cooperatives, social and women's welfare, 
panchayat, voluntary organisations and other community groups can play a very 
significant role. 


Supply of Safe Water and Basic Sanitation Measures 


Systematic approach should be made to survey and identify resources of safe 
water and to carry out analysis of water. Arrangements should be made for regular 
purification of water through chlorination etc., before using for drinking and other 
household purposes. People at all levels, including village leaders, women and 
school children should be educated on continuous basis about the importance of 
proper maintenance of water and the use of safe water. Observation of personal 
hygienic practices should be emphasised. 


lt would be important to organise the people and resources for constructing 
household and community latrines, and making arrangements for collection and 
disposal of human and animal wastes. Proper and imaginative disposal of waste 
water is also very important. Construction of composting facilities, soakage pits and 
the use of some of the waste resources in kitchen gardens would be helpful. Proper 
educational programmes on all these aspects for the children, youths and adults 
and the mothers should be organised in a systematic manner. 


In these programmes cooperation of the workers of other sectors such as 
Irrigation, Engineering Department, Village industries, Agriculture, Education, Social 
and Women’s Welfare, Panchayats and Cooperatives would be most vital. Active 
community participation in organising all the, above activities and programmes 
would be the key to success. 


Maternal and Child Health Care 


Maternal care: Systematic efforts are to be made to increase progressively 
ante-natal registration and care of pregnant women from the present level of 35 per 
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cent to 100 per cent. It is also to be ensured that all deliveries are wpa 
aspective conditions by trained health personnel i.e. the ae oes cee: 
(dais) or female multipurpose workers. Pregnant and nursing mo Ain : rae fe 
prophylactically two to three doses of tetanus toxoid, and iron sh ill + 
supplement for nutritional anaemia. During post-natal check-ups, mothers ar : 
educated on breast feeding, growth monitoring, proper weaning practice an 
immunization of the child; and on personal hygiene, proper diet and family planning. 
For proper implementation of these programmes people are to be educated and 
utilised for active involvement. 


Infant care: Effective intervention adopting a high-risk approach by the 
properly trained dais and female health workers and health assistants would be 
important. Proper facilities for referrals to the secondary and tertiary levels are also 
to be developed and organised. People’s awareness and orientation about the 
problems and their genuine interest and efforts in solving them would goa long way, 
in improving infant care and in decreasing the mortality and morbidity among the 
infants. 


Care of young children: For curing malnutrition in pre-school children the 
strategy would be: (a) to provide nutrition education to mothers; (b) to detect cases 
of malnutrition and to grade them; (c) to rehabilitate grades | and || by supplementary 
feeding from home resources; (d) supplementary feeding of grade Ill cases at sub- 
centres; and (e) referral of grade Ill cases with diarrhoea and infection to the 
secondary level of care. 


For fighting against infant mortality the strategy should be: (a) to educate the 
mothers on how to prevent and treat diarrhoeal and respiratory dieseases; (b) to 
train the health functionaries about how to recognise and treat these disorders and 
to judge which patients should be referred to higher levels of health services; (c) to 
create facilities for secondary level care of referred cases; and (d) to provide drugs, 
ORS and other supportive measures. 


All children preferably at the age of under one year must be immunized against 
tuberculosis, poliomyelitis, diphtheria, whooping cough and measies (where 
feasible). 


For all these activities the people have to be educated and their involvement in 
community welfare activities are to be promoted. People must recognise that health 
programmes are in their own interest and they should take part in the 
implementation and monitoring of these programmes. 

Family planning: The acceptance and continued use of contraceptives are 
influenced by several factors such as the method of contraception, including its 
advantages and disadvantages, individual and social acceptability, provider's 
knowledge, skill and attitude: effective communication, motivation and counselling, 


the nature and quality of delivery services including supply logistics and follow up 
Care and the cost. 
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Small family norm has to become a way of life; for this purpose, organisation of 
population education in the schools and colleges, for the out-of-school youth and in 
adult education programmes would be most vital. 


There is an increasing evidence that programmes based on the participation of 
the people have drawn much better response. Much larger percentage of eligible 
couples accept even terminal methods of contraception and persons opposed to 
the programme are fewer. It is evident that people do participate in family planning 
whenever they are mobilised by an agency or organisation close to them. Therefore, 


there is a need for conscious and deliberate mobilisation of the people for promotion 
of family planning. 


Prevention and Control of Locally Endemic Diseases 


Some endemic diseases and disorders in the country are known to have 
caused major public health problems. With differences in degree of prevalence and 
geographic distribution, the major diseases are tuberculosis, leprosy, malaria, filaria, 
iodine-deficiency goitre, blindness, diarrhoeal disease - particularly among the 
infants, rabies, guinea-worm infestation, and others. Several national programmes 
are simultaneously in operation for their eradication or control. The health 
functionaries are to be trained for their early detection and treatment, and the 
services and follow-up care are to be organised. People's participation is to be 
promoted in implementing measures for prevention, early diagnosis and proper 
treatment of these diseases. 


Diseases like leprosy and tuberculosis continue to be associated with high 
degree of ignorance, prejudice and social stigma. These can be removed only with 
proper education of the people and with their full cooperation. 


Appropriate Treatment of Common Diseases and Injuries 

People need to be educated about the availability of local remedies and other 
facilities to meet these needs. Other sectors such as education, social and women’s 
welfare, panchayats, voluntary organisations and other community level institutions 
can play an important role in educating the people, the school teachers etc. and in 
the mobilisation of resources. 
Provision of Essential Drugs 

Utilisation of locally available remedies and use of indigenous system of 
medicines should be considered. Considering the financial constraints from the 
Government sources, community's participation through cooperative funding etc. 
may be explored. 
Organisation of Referral Services Support 


‘For the success of primary health care one of the essential requisites will be 
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development of proper referral support. This has to be built in a systematic manner, 
and the following issues would need careful attention: 


establishment of network of institutions 

_ development of appropriate record system By 
identification of referred cases and provision of priority attention to them 
_ transportation of patients ny 

_ building teams and movement of specialists 


_ providing support for services 
_ involvement of private practitioners and voluntary agencies. 
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For proper implementation of the referral services support programmes, proper 
orientation, involvement and cooperation of the community would be most vital. 


Complimentary Developmental Activities and Inter-sectoral Coordination 


Health and family welfare programme cannot be implemented in isolation of 
other development programmes. The activities of other sectors directly as well as 
indirectly influence health development. Therefore, primary health care has to 
become a part of the overall socio-economic development process. It demands 
coordinated and simultaneous efforts being made in such sectors as agriculture, 
irrigation, animal husbandry, education, social and women’s welfare, housing and 
public works, communication, rural development, cooperatives, industries, 
panchayats and voluntary organisations, etc. At present, extension workers and 
functionaries of these sectors/departments are operating in the field without any 
linkages or coordination among themselves. Often the health personnel are not 
aware of various projects and schemes under other sectors of development which 
have relevance to health. 


For mobilisation of resources and cooperation of other sectors towards 
promotion of health, alertness, initiative, persistent efforts and pursuation of the 
community would be crucial. 


EXAMPLES OF A FEW SUCCESSFUL INDIAN EXPERIENCES 
|. Vadu Rural Health Project (Maharashtra) 


Background 


Initially, an underdeveloped area having a population of about 30,000 spreading 
over 19 villages was selected. In this area, the birth rate and infant and maternal 
mortality rates were high, and the incidence of anaemia, malnutrition and 
preventable diseases was above normal. Later on, the project was expanded to a 
total population of 125,000 covering 59 villages. This project was undertaken bythe 
KEM Hospital, Pune with the following objectives. 


Objectives 


To establish a system of delivery of comprehensive health care with community 
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participation that would be replicable, and also to collaborate with other agencies in 
rural areas for total development. 


Approaches and Methodology 


1. Because of the perceived needs of the community, the project initially 
concentrated on providing curative services, but to use this as an entry point for 
acceptance of package of comprehensive health care and family planning services. 


The Village Panchayats extended cooperation. Demands for curative medicine 
became increasingly overwhelming. 


2. Later on, the project was reformulated to involve village level workers in 
community's health care after giving them training and the local health functionaries 
were made more responsive, with the object of bringing the health system and the 
people for more clear interaction. 


3. The villagers were asked to select Community Health Guides (CHGs) on the 
basis of acceptability to the community and earlier records of community welfare 
activities. Selected CGHs were given a 3-weeks' training on data collection, health 
education, sanitation and preventive health measures. 


4. One male and one female CHVs were carefully chosen mainly from socially and 
economically backwards classes. They provided leadership in various activities 
such as regular chlorination and disinfection of wells, construction of soakage and 
compost pits, latrines, smokeless chulas, biogas plants, and raising kitchen 
gardens. They were involved in the care of maternal and child health, minor ailments 
and communicable diseases; they assisted in the family planning programme, and 
helped in getting referral support. They were provided supportive supervision by 
multipurpose workers and health assistants. 


5. Monthly meetings were held which provided useful forums for the villagers, 
CHGs and the project personnel to discuss the problems encountered and their 
possible solutions. 


6. The entire system worked through a coordinated team approach and for this 
purpose special orientation and training were organised at different levels. Regular 
training and retraining were arranged to update their knowledge and skill, and to 
reinforce the philosophy and concept of primary health care. 


7. Ata later stage, for ensuring sustained community participation and smooth 
functioning of the programme, the project strategy was expanded to provide a 
broader canvas of support. Village Health Committees were formed and specific 
interest-groups such as women’s groups, youth groups and farmers’ club were 
created pursuading them to take primary interest in health care. 


8. Several types of efforts were also made for socio-economic development. 
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impact 


Over a four year period (1978-82), the ante-natal and natal care O Ora 
women and the immunization programme improved markedly; the incidence o 
diarrhoeal diseases and malaria decreased, while T.B. and leprosy control work 
progressed very satisfactorily. The crude death rate decreased from 13.1 to ‘ pee! 
1,000 population and the infant mortality rate decreased from 102 to 68 per 1, 
live births. There had been a very marked increase in contraceptive prevalence rate, 
about 38 per cent of eligible couples are effectively protected. 


Lessons Learnt 


1. Although the peoples’ perceived need may be for curative Care, rather than 
preventive and promotive health measures, properly selected and trained 
community level health workers can act as a Catalyst to bring out attitudinal 


changes. 


2. The philosophy and approach of partnership between the people and the health 
services system can energise and generate great unexploited resources including 
innate capacity of the people for self-care in health. It helps the villagers in 
articulating their needs and consciously striving for satisfying the needs. 


3. Providing comprehensive health care and involving the community, greatly 
promoted family planning acceptance. 


4. The path for achieving the goals is not easy and may have many pitfalls. The 
community being a hetergenous group and often having conflicting interests and 
values, poses a challenge for continuing participation and smooth functioning of a 
programme. 


5. Community participation is far more readily forthcoming in such programmes, if 
these have a distinct economic component. 


Il. Comprehensive Rural Health Project, Jamkhed (Maharashtra) 


Background 


The project area with a ‘profile of illiterate, drought-ridden and poor people, 
scantly natural resources and improper communication facilities is known today as 
a landmark of community's participatory efforts in primary health care. The 
comprehensive rural health programme of this project which operates now in 175 
villages with over 200,000 population had initially begun in 8 villages of this socio- 
economically backward region. The project is the frution of two individual's 
commitment and their close partnership with the local community. The concepts 
experimented at Jamkhed clearly indicate that even the illiterate and backward 
people can play important role in the promotion of their health care. The project was 


undertaken at Jamkhed taluka by Dr. and Mrs.(Dr.) Arole with the following 
objectives: 
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Objectives 


To develop a health care system suited to the specific felt needs of the people of 
the area. This was to be operated within the framework of people's own resources 
and through mobilising people's active participation and Creating a sense of 
independence and self-reliance of the villagers. The specific objectives included 
moderation of fertility, reduction in morbidity and infant mortality and control of 


communicable diseases. The emphasis was on both the curative and preventive 
health care in the area. 


Approaches and Methodology 


1. As a pre-requisite to formulating a suitable health care programme, the 
‘community setting’ was studied thoroughly by the initiators of the participatory 
project. A comprehensive profile of the area was developed going through all the 
available records of the health centre, rural hospital statistics, census data and 
sample surveys etc. ‘ 
2. Realising that poverty and ill health coexisted in the area, the approach included 
the socio-economic improvement as one of the important means for promoting 
health. This was done through ‘farmer associations’ - bringing waste-land into 
cultivation, digging wells and ‘bunds’ and making efforts for repair of local roads etc. 


3. In order to establish immediate confidence and credibility among people, 
realising that preventive and promotive aspects would take lot of time in showing 
explicit results, the Curative work was given initial priority. 


4. The project formed the nucleus of their activity in a place where the 
government-run health facilities were remotely accessible to the people. 


5. Asapart ofthe strategy to mobilise the people, the project preferred conducting 
their curative activities where the community as a whole provided them a place to 
work and partial nursing assistance from amongst the villagers to further 
compliment their activities. The approach was to generate al least some support 
and to make the people responsible in ‘owing’ the health programmes in their 
respective villages by using the local resources such as building, manpower etc. 


6. ‘Health team approach’ also formed a part of the methodology. The healthteam 
always moved together in the area alongwith part-time village Health Worker, 
avoiding the isolation of health worker at grass-root level. 


7. The developmentof referral system for more sophisticated treatment or curative 
care for such cases which were not possible to be treated in the village, was another 
aspect of implementation methodology. The three tier system of health care delivery 
consisted of: (i) the village health worker - a resident in each village; (ii) the mobile 
health team: and (iii) the health care centre at Jamkhed taluka for inpatient care. 
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e care and as patient's fees, 


made for curativ , me 
8. Affordable charges were also nses of the project activities; 


accounting for a sizeable proportion of running expe 
this helped in building the participation of the people. 


Impact 


Over a decade and half the Comprehensive Rural Health Project, Jamkhed has 
attained a distinction not only at the national but also at the international level as an 
illustration of operationalising the philosophy and principles of participation in the 
delivery of health care. 


This project has proved in qualitative and quantitative terms that the faith and 
commitment of professionals in the philosophy of people's strength can change the 
health scene through building people's capacities in realising their socio-economic 
and health needs. Clearly demonstrated improvements in infant mortality, 
immunization status and acceptance of family planning methods are noticed ‘in 
project villages as compared to non-project control villages over a period of time. 


Lessons Learnt 


a. Communities need total and comprehensive health care and not any 
fragmented one; organisation and implementation of other economic and 
social developmental programmes strengthens and hastens health 
development processes. 


b Systematic study of the community setting through observations, analysis of 
health records, census data and small sample surveys etc., is a professional 
requisite which helps in formulating a viable health care delivery plan with 
community's participation in accordance with the local needs and strengths. 


c. Ithas been realised that health improvement is not a top most priority agenda 
for the illiterate, poor and under-privileged villages in India. 


d. Availability of primary health worker resident near the doorsteps of the 
people has a positive role in changing the rural health scene. 


e. Development of greater social responsibility of the health professionals is 
desired now if they are to be trusted by the ordinary, poor and illiterate 
people. 


on 


Team approach and effective referral support system are the backbone of 
rapidly promoting health care delivery in rural area. 


g. Villagers themselves can provide the solution for some of their problems, as 


in this project they identified the middle aged women who Could help in the 
delivery of health care. 
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WM. Institutionalising Community Health Programmes Through 
Participatory Health Communication and Action: An 


Innovative Research Project; National Institute of Health and 
Family Welfare, New Delhi 


Background 


This demonstrative project was formulated to operationalise the concepts of 
community involvement based on the following: 


— 


i. the felt need of the people; 


ii. greater emphasis on the needs of under-privileged population groups — the 
women, children and backward communities; and 


iii. intersectoral and coordinated approach to health care. 


The project was launched in 1984 in the 42 villages of three DANIDA Area 
Project Districts in Madhya Pradesh which are backward with a typical ‘social- 
ethos’, although the area is economically not so bad. The project area villages also 
revealed a low profile in terms of utilisation of health services, acceptance of family 
planning etc. Majority of the people are simple, frank and straightforward, although 
there are law and order problems in these villages. This project was undertaken by 
National Institute of Health and Family Welfare with the following objectives: 


Objectives 


The project had twin objectives: (i) to develop the process or tentative steps for 
organising participatory programmes and activities; and (ii) to try innovative IEC 
strategies in the project area encompassing five different types of activities in the 
form of sub-projects for generating community participation in health care. These 
schemes were: (a) Activisation of village health committees, (b) Organising 
mothers’ health clubs, (c) Reorienting village health guides through training and visit 
system (TVS) approach, (d) Organising health clubs in schools, and (e) Scheme on 
Clinic-cum-orientation for workers, Supervisors and leaders. 


Approaches and Methodology 


1. Sensitisation and thorough orientation of the functionaries (Action Research 
Officers) who were to work as change agents or ‘go between’ in the project village to 
the concepts and philosophy of participation was done. 


2. Before putting all the proposed innovative schemes into action for mobilising 
participation, assessment of the health needs, available measures and the exisiting 
problems in the villages was done through informal meetings, need assessment 
surveys etc. Based on these, village inventories were prepared through formal 
dialogues using a structured checklist. 
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Committees were not existing, these 
sting but in a dormant state, these 
h inclusion of women and other 


3 Wherever the institutions of Village Health 
were got formed, and wherever these were ex! 
were made broad-based and restructured wit 
unreached population groups as their members. 


Planning Workshops were organised for sensitisation. The 
community was provided a forum for dialogue to disucss and identify health related 
activities. The workshop meetings helped the villagers to initiate activities for 
betterment of their own health through the efforts of these Health Committees and 


Mothers’ Health Clubs. 


4. Village Health 


5. Theteachers and students in the schools were used as ‘institutional-vehicle’ for 
more effective health care education in the formative years of learning. 


6. The innovative scheme of orienting village level health workers used the 
methodology of TVS basically adapted from agricultural extension work and it was 
tried to serve as an effective tool to train and gear them towards solution of health 


problems. 


7. The methodology in the innovative scheme on Clinic-cum-orientation for 
workers/supervisors and health leaders was focussed to educate the health 
personnel on continuing basis both in the clinic and actual field situations. 


Impact 


Both quantitative and qualitative changes have been noticed since the 
launching of the innovative schemes in this field-based participatory action 
research project within a period of 2 to 3 years. 


Impact is reflected in terms of physical activities in accepting and utilising the 
health and related services, and the general responsiveness of the community and 
its various interest groups. . 


. Villagers now prepare their own draft of action plans for health services 
alongwith their proposed demand also for other developmental activities. They 
discuss and identify, with minimum support from the ‘go-between’ action workers 
appointed from the Institute, the health problems and mobilise local efforts for 
solving them. They also approach and write to health authorities. The community in 


oe et area has now become familiarised with the processes for participatory 
efforts. 


In terms of tangible changes, now the disinfection of drinking water is a 
community-managed continuous programme, the community has extended 
support for plantation, mending of school fenses and repair of its building; the 
students have been found to keep hairs, nails and teeth Clean as a part of regular 
health related efforts. These practices have come as a result of participatory efforts 


for maintaining better health. In some villages at the initiative of Mothers’ Health 
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Clubs, ‘Poshak Aahar — package of cheap nutritious food is prepared and its social 
marketing done by the villagers for their own consumption. 


Lessons Learnt 


Tt Health needs assessment surveys are helpful to develop a full profile of the 
environment of village life, wnere community participation has to be generated as an 
instrument to promote primary health care. 


“4 Community participation for health care is not merely a theoretical proposition, 
but it can be put to action provided it is operationalised in a systematic manner. 


3. The sensitisation and fresh orientation of health functionaries in the programme 


are required so that they may appreciate the rationale and advantages of the 
participatory approach. 


4. Documentation of the participatory process is of vital importance for developing 
practical guidelines for the workers to operationalise the approach of participation. 
Maintenance of exhaustive diaries by workers for this purpose were very helpful. 


5. To begin with, the participatory process may have to be an induced one, till it 
gradually gets roots and is sustained by the community groups. 


6. It is not so easy process to mobilise the community to participate for primary 
health care activities. But it is equally, rather more difficult to bring a change in the 
outlook of the programme functionaries towards people's involvement. Usually, the 
functionaries by and large have been mentally turned to ‘top-down’ approach for the 
delivery of health care. The change in vision and attitude becomes possile when 
direct and frequent interactions take place between the health personnel and the 
community. Once the administrators or professionals are convinced of the 
potentials and the capacity of the communities to deal with their own problems, they 
may not ignore community consultation and involvement in the process of planning 
and implementation of the programmes. 


7. Special and separate attention of the women through mothers’ health clubs 
ensures the chance of free and frank participation of the women as providers of 
health care in the family and the community. So long participatory efforts had been 
focussing on participation of men only. But it should be realised that effective 
motivators for women will be the women. 


8. Starting participatory activities involving planning and implementation in an area 
with no previous similar experience is very labourious, strenuous and time 
consuming. But once it starts and is tagged to economically productive or income 
generating activities, it has a better chance of long-term sustenance. 


9. Participatory action research gives greater insight in understanding and solving 
the problems of the marginal and under-privileged groups. 
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\V. Holistic Modality of Participatory Interface Mechanism for 
Integrated Health Care in Rural West Bengal, Institute of 


Child Health, Calcutta 


Background 


The project area has a majority of population (over 9,000) as scheduled tribes 
(Santhals) in the 11 project villages in Memar! sub-division of Burdwan District, West 
Bengal. The ongoing socio-economic development Is under the Tagore Society of 
Rural Development. The Institute of Child Health, Calcutta Is offering the health 
service component of the overall development programmes. Mothers and infants 


are focussed as beneficiaries. 


Objectives 


To develop a holistic health care model to be integrated with rural development 
programmes concerning the sustenance of healthy growth and development of the 
child, and the life-supporting economic system. 


Approaches and Methodology 


1. To improve the status of health and life style at the micro level. Mothers as 
volunteers were trained by rotation. Focus of operation was on the art of taking care 
of their children and sustain their growth. 


2. Organisational structure for people's forums was set up to develop an interface 
between multi-sectoral services and health related activities. 


3. A data-base system was developed to monitor health information about the 
community. 


4. The operational methodology included identification of new families to be visited 
by the volunteers /motivators to familiarise them with the objectives of the integrated 
health care programmes. 


9. Organisation of village committees in each village where every family under the 
project deputed one member. 


6. Three tier structure in the working methodology included (a) family level 
volunteers, (b) village level volunteers, and (Cc) the professional group including 
doctors, ANMs, male health workers and trained dais. Family level workers are 
changed and rotated every six months and others every two years. 


7. Groups of villages were divided in sub-groups of two villages which were visited 
by the doctor once a week. 
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Impact 


ni Chlorination of drinking water stored at family level as an alternate approach for 
.Safe water in a rural community brought down the endemic diarrhoea in children of 
the vulnerable village groups. 


2. Earlier the people used to bolt the windows and door of the rooms and shared 
the rooms with pests and animals. Later on, this practice was changed and the ideas 


of the people such as ‘most of the diseases’ were caused by ‘bad air’ were modified 
to a large extent. 


3. Earlier the community was not for boiling the water, as according to the notion of 
the community boiling destroyed its quality. Also they considered vegetables as 
garbage without any food and nutrition value. A value shift has been observed 
among the motivated clientele. 


4. Theclientele families have started looking at the rural indebtedness as a social 
evil. The community has organised a people's vocational education centre with a 
programme to train people for producing what they need without depending on 
profit-oriented market system. 


5. The incidence of morbidity, particularly with respect to diarrhoeal diseases, has 
been found lowered for all the units over the period of time. 


Lessons Learnt 


1. The holistic frame helps to generate enthusiastic participation of the target 
population because of its socio-economic contents. 


2. Transfer of low cost appropriate technology is suitable for rural groups because 
of its feasibility to be put to use within the framework of local expertise. This has 
employment and income generating components providing avenues and 
Opportunities to the under employed rural people. The utility of appropriate 
technology was seen particularly for chlorination of drinking water at the family level. 


3. Wherever the sanitary latrine programme and the chlorination process were 
taken as focal efforts for community participation, these were required to be linked to 
all aspect in the totality of approach and to the control diarrhoea! endemicity. 


4. Multi-focal strategy dimensions of the project has provided an effective 
approach which may be tried in other developing areas and communities. 


5. The culture and concept of the people under the programme are very central 
and lack of realisation of this fact may be one of the main reasons for limited 
acceptance of health measures as provided by the State institutions. 
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V. The Tilonia Model as a New Approach for Cooperative 
Development, Tilonia, Rajasthan 


Background 


The project started in 1972 on the premise of fulfilling basic felt needs of the 
community which had a profile of low productivity in agriculture, very low use of 
technology, unequal and fragmented ownership of land holdings, and poor facilities 
and utilisation of medical care. The objectives of this participatory project were as 


follows: 


Objectives 


The general aim was to develop an organisation which could help the poor 
people through organising the community for helping each other rather than looking 
entirely towards the government. The Tilonia model of participatory efforts was to 
see that the technical information as a source of strength reached those who were 
needy and poor, and voluntarism was practised as a profession. 


Approaches and Methodology 


1. Its special clientele population groups were under privileged viz. small and 
marginal farmers, rural artisans, scheduled castes, rural women and children. 


2. An integrated approach for rural development through people's involvement 
was adopted. 


3. The organisation consisting of the professionals and change agents had to be 
local and permanently village based. 


4. Identification of local technical skills with strengthening their capacities enabled 
the possessors to participate in more effective development programmes. 


5. No services were provided without contribution and charge; and mobilisation of 
resources from within the community. 


6. Using the ground water survey as an entry point for initiating the group 
Participation in decision making. 


Impact 


1. In the area of health care, the preventive health programmes were organised 
with people's active involvement. 

2. with the help of the community-group formed, ground water surveys was done 
in 110 villages which later helped bringing electricity to all the project villages. 
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3. People’s participation is seen in terms of mobilising community finances to the 


tune of 40 per cent along with the mobilisation of land, building and acquiring an old 
T.B. Sanitorium. 


4. Use of appropriate technology at village levels, in terms of bio-gas, wind mills 
and development of other technical and extension skills for income generation and 
small rural industries etc. 


Lessons Learnt 


1. Tilonia model indicates that the process of organising people as a pressure 
group can come from within and from below. 


2. Participatory efforts grow as a process and therefore the project and 
programme planning for health care cannot be a static affair. 


3. Locally developed human resource in villages can replace gradually and the 
outside urban trained professional and technical persons may be needed for limited 
period during initiation and training. 


4. Being with the people and staying permanently in the community premises 


better qualify a professional for mobilising community resources than his 
qualification etc. 


5. All participatory project should plan for a ‘termination phase’ and should 
gradually delink and stop hanging around an individual figure. 


ATTA AT 


af ooo fadi am ant & feu wreq seat Ft orfta F 
fou grafts ereq zarte Farat FaHoan fHataaa eq aha 
aTqarfre §9osfrarfra ania afafafrat Fa cH scarfs Ae- 
cageh afrfafs @1 eae F safe areq sate wrt F 
fafasa azat Fanoaa feaaga A arqarfas yfeurfrat FT 
meq, cae fafa genet wd free F ara-ara eae WaT TAT 
arfetst ar aeaa wt frat avar2 1) aar F Ata Tat veg Fatt 
a sams freqa aquat aa faster ercarat } arate IT STA 
faqareat FT afuaa én a fesaen aur saaearga feat maT 2 | 
sa 8a H arqarfoa gfrarfrar daeft sherat at sg FT aq 
gart aTx ave wragae saat aT at geoa fear sar = 1 RT 
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i arqarfos gfrarfrar A aR squat aafta fatal # Gare 
# fou gat ot Ha aHAA STAT FT at gee feat 77 21 oof 
fagata 2 fe aera fafa AIT F BTR arial ay ga ata a 
dafea veq arfiat & feu mefs crea Fata Barat F TH 
frateaaa @q afaatie arqer fas gtrarfoat aaett ahrarst FT 
aqfad aTqartt Tar AarsaaT > fou saqad fage er | 
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